Abstract Men who have sex with men (MSM), especially MSM of color, are disproportionately impacted by HIV/AIDS compared to heterosexuals and Caucasians. Nonetheless, fewer sexual and ethnic minorities participate in prevention interventions for people with HIV. We consider recruitment for Positive Connections, a randomized controlled trial comparing unsafe sex prevention interventions primarily for HIV-positive (HIV+) MSM in six US epicenters. One community-based organization (CBO) in each city recruited adult MSM, particularly men of color and HIV+. Recruitment methods included on-line and print advertising, outreach events, health professionals, and social networks. Data on demographics, HIV status, and recruitment method were collected at registration. We tested for differences in registration proportions and attendance rates by recruitment strategy, stratified on race/ethnicity and serostatus. Of the 1,119 registrants, 889 attended the intervention. The sample comprised 41% African American, 18% Latino/Hispanic, and 77% HIV+. Friend referral was reported by the greatest proportion of registrants, particularly among African American (33%) and HIV+ men (25%). Print advertising yielded the largest proportions of nonHispanic white (27%) and HIV-negative registrants (25%). Registrants recruited on-line were the least likely to attend (45% versus 69% average); this effect was strongest among Latino/Hispanic (27% attendance) and non-Hispanic white men (36%). Retention during the follow-up period did not differ by serostatus, race/ ethnicity, or recruitment method. Differential attendance and retention according to recruitment strategy, serostatus, and racial/ethnic group can inform planning for intervention sample size goals.
Introduction
In the USA, men who have sex with men (MSM) and, in particular, men of color-specifically African Americans and Latinos-are disproportionately impacted by HIV/ AIDS (Diaz et al. 2001; McCree 2009; Valleroy et al. 2000) . Indeed, both African American and Latino MSM account for an increasingly large proportion of AIDS cases, and have the highest mortality rate among MSM (Diaz et al. 2001; Peterson and Jones 2009) . Unfortunately, proportionately fewer HIV-positive (HIV+) African American or Latino MSM participate in behavioral interventions for HIV+ individuals than do Caucasians or heterosexuals (Cargill and Stone 2005 ; Centers for Disease Control and Prevention 2001, 2005; Yancey et al. 2006) .
Given the diversity exhibited by members of racial and ethnic minority groups, it should come as no surprise that no one factor has been consistently associated with the failure to meet recruitment goals in HIV behavioral interventions in these populations (Durant et al. 2007 ). However, a review of the literature highlights a number of issues, which have been reported by both participants and non-participants during the screening process. Racial minority groups report that the two most prominent barriers to participation in prevention interventions for HIV+ individuals are distrust of the research process and the cultural insensitivity of the recruitment methods (Centers for Disease Control and Prevention 2005; Corbie-Smith et al. 1999; UyBico et al. 2007 ). It is difficult to estimate the size of the MSM population, in part because MSM may be unwilling to disclose their sexual behaviors because of internalized homonegativity or the desire to avoid being identified as gay (Ross et al. 2008) . Therefore, it is challenging to measure whether efforts to recruit HIV+MSM have been effective. To the extent that MSM who agree to participate in prevention interventions for HIV+ individuals are different from the men who do not, there is a potential for selection bias.
Only one intervention for HIV+ individuals reported barriers to recruitment (Rotheram-Borus et al. 2004 ). The major barrier reported was the difficulty of identifying HIV+ people who did not know they were infected. Consequently, recruitment efforts were restricted to those who were already receiving treatment at AIDS clinics or community-based organizations-with considerable limitations to generalizability.
Crafting best practices for recruiting HIV+ racial and sexual minority populations is a necessary first step towards increasing their participation in prevention-for-positive intervention studies (Murthy et al. 2004 ; National Institutes of Health 1994). However, very little research has been conducted on the best methods to recruit these HIV+ populations (Lai et al. 2006; Silvestre et al. 2006) . A search of the literature revealed no study that directly addressed the issues encountered when recruiting HIV+ racial and sexual minority populations.
This paper attempts to address the research gap by describing strategies found to be effective for the recruitment and retention of a large sample of HIV+ MSM of color in the parent study, the Positive Connections trial. The primary aims of this paper are to (1) compare the effectiveness of various recruitment methods used in Positive Connections, (2) examine differences in method effectiveness by serostatus and race/ethnicity, and (3) report average costs associated with each recruitment method.
Methods

Design of the Parent Study: The Positive Connections Trial
The Positive Connections study is a randomized controlled trial based on the Sexual Health Model (Robinson et al. 2002) , which posits that sexually healthy persons will be more likely to make sexually healthy choices. The trial was designed to test two hypotheses. First, a sexual health approach is more affective in reducing high-risk sexual behavior among HIV+ MSM than is a traditional HIV prevention approach. Second, interventions that target HIV+ MSM exclusively are more effective in reducing high-risk sexual behavior of HIV+ MSM than interventions designed for all MSM. The trial randomized participants to one of two sexual health interventions or a contrast condition. These behavioral interventions were as follows:
A 2-day, 14-to 16-h weekend intervention designed to help all MSM identify and address their sexual health and HIV risk concerns. M2M used a largegroup format, supplemented by facilitated small group discussions. This arm included both HIV-negative (HIV−) and HIV+ MSM so that it could be compared to the intervention targeting HIV+ MSM only (below) as a test of Hypothesis 2. The seronegative men were not the subjects of interest for the parent study, but we consider them here.
Positive Sexual Health (PoSH): Modeled on M2M, PoSH was designed to address HIV risk from the perspective of HIV+ MSM. It also used a large and small group format and was limited to HIV+ participants only.
Men Speaking Out (MSO):
A 3-h group session where participants evaluated six HIV prevention DVDs tailored for MSM. There were no sexually explicit videos, no exercises to help participants contextualize information, no large or small group discussions, and group interaction was kept to a minimum. This arm included only HIV+ participants.
The parent study was implemented in six US cities: Seattle, WA; Washington, DC; Boston, MA; New York, NY; Los Angeles, CA; and Houston, TX. These cities were chosen on the basis of high HIV infection rates among MSM and the availability of partner organizations in each city. Our research team at the University of Minnesota contracted with one community-based organization (CBO) per epicenter city, referred to in this paper as Partner CBOs. We outsourced recruitment to these entities because they were familiar with the local MSM population. Criteria for CBO selection included history of working with MSM, particularly HIV+ MSM of color; favorable reputation in the community; and availability to perform study tasks.
Each seminar was conducted during one weekend by a team comprised of gay-identified health professionals, CBO staff, and community members, all overseen by University of Minnesota research staff. African American and Latino staff members were asked to participate in all aspects of the recruitment process to make it more culturally relevant to potential participants. The seminars were held in the local CBO buildings or in a hotel if that space proved insufficient.
The trial recruited MSM who were 18 years or older, reported at least one occasion of unprotected anal intercourse (UAI) with a man in the past year, spoke English, and were available to attend both days of the weekend trial. Men were excluded from participation if they had attended a M2M seminar within the past 2 years, were uncomfortable viewing sexually explicit videos and material, or were cognitively impaired.
The research was approved by the University of Minnesota and community Institutional Review Boards, and the seminars by the local Community Planning Boards (as appropriate).
Recruitment
Recruitment was carried out by the six CBOs, and began 8 weeks before the seminar's scheduled date (Fig. 1) . Recruitment plans were developed in collaboration with partner CBOs. These detailed all aspects of recruitment: advertising, promotional materials, phone screening, registration, internal resources, collaboration with external organizations, and goals for number of participants to be registered. Each CBO chose to emphasize those strategies that would resonate with the local MSM culture and yield the greatest number of target population members.
The six CBOs spent roughly $142,250 over the 18-month recruitment period. Each city sought to enroll a sample that was more than half men of color. The goal was to enroll 696 HIV+ MSM and 258 HIV− MSM across the six cities (116 and 43 per city, respectively). With a predicted attrition rate of approximately 30%, the retained sample size at 18 months was predicted to be 487 HIV+ MSM and 181 HIV− MSM. In order to collect information on HIV+ MSM of color, we planned to over-sample MSM of color so they would make up between 50% and 60% of the overall sample.
Each of the partner CBOs implemented the following eight recruitment strategies:
Poster and palm cards: Partner CBO staff distributed informational posters and palm cards (post cards) that described the seminar and requested that interested participants contact the local CBO for further information. Materials were distributed at GLBT events and local gay venues such as bars, cafes, community centers, gyms, and bookstores. Approximately $5,000-or 4% of the total cost of recruitment-was spent on these materials for the entire study across all six cities.
Newspapers and magazines: Advertisements were placed in local gay newspapers and magazines with circulation that included men of color. Roughly $22,750 (16% of total expenditures) was spent across all cities.
Partner CBO outreach: Our Partner CBOs reached potential participants through their websites, newsletters, and email listserv. Local staff set up informational tables inside their building, met with people face-to-face at group meetings and CBO events, and placed advertising material around their offices where it could be seen by potential participants. CBO staff also recruited participants through community contacts and by outreach at local community events, gay venues, and gay neighborhoods. CBO outreach staff and other on-site personnel across cities were compensated approximately $108,500 (76% of total recruitment expenditures) for their recruitment-related work.
Partner CBO health professionals: Partner CBOs also recruited participants among the clients of their in-house healthcare professionals (e.g., mental health counselors, physicians, social workers, case workers, and other HIV healthcare providers). No compensation was offered to this specific group.
Other health professionals: Local staff also recruited participants via healthcare professionals and clinics outside of their CBO. This additional outreach required approximately $3,000 (2% of total expenditures) across the cities.
Other CBOs: CBO staff collaborated with other local CBO and AIDS service organizations by hosting informational luncheons and meeting with staff members who worked directly with HIV+ MSM. Expenses from these methods totaled approximately $3,000 (2% of total expenditures) across all six cities.
Friend referral: After participants were successfully screened, CBO staff encouraged them to refer friends who they thought would benefit from the seminar. Friend referrals also were generated from word-of-mouth communication in both gay and HIV+ communities. No compensation was provided to these referrers.
On-line ads and social networking: CBO staff members from Boston, New York, Los Angeles and Houston advertised the seminars through craigslist.org and manhunt.net. These sites were chosen because they are widely known and used by MSM, and allow recruitment to be tailored to the MSM culture of individual cities. Also, CBO staff posted information on blogs and participated in on-line discussions to target potential participants. These listings were free of charge.
Procedures
Potential participants were contacted, screened, and registered by staff of the partner CBOs. At screening, interested men received a description of the study over the phone. Local CBO staff informed potential participants that they would be expected to attend a 14-to 16-h seminar over one weekend and complete five questionnaires: one before the intervention, one immediately after, and three via mail at 6, 12, and 18 months after the intervention. They were told that all information provided would be strictly confidential and that they would receive up to $200 compensation for their time ($100 after completing the intervention, $25 for each follow-up survey, and $25 bonus for completing all surveys). After describing the study, staff asked interested men a series of screening questions to determine eligibility. Potential participants were informed of eligibility only after all screening questions were answered to avoid alerting them to specific requirements for participation in the seminars. Men who met eligibility requirements and indicated they would like to participate were registered for the seminar and sent a confirmation letter with the location and details of the weekend seminar. On the day of the seminar, attending registrants and eligible men who attended as "walk-up" participants were asked to read and sign the consent form prior to completing a preseminar questionnaire. These paper questionnaires were completed in a group setting, with study staff on hand to assist as needed. After completion of the baseline questionnaire, participants received their randomization assignment to one of the three interventions. Upon completion of the weekend seminar and post-seminar questionnaire, participants received a $100 honorarium in cash. They also provided contact information for two other people so they could remain connected to the study even if they moved.
Follow-up data collection occurred via mailed questionnaires at 6, 12, and 18 months following the weekend seminars. Follow-up questionnaires were only sent to men who completed the post-intervention questionnaire. Followup questionnaires were coordinated by research staff at the University of Minnesota. Two weeks prior to each mailing, participants received a telephone call or email to notify them that a follow-up questionnaire would be arriving in the mail with a return-addressed, stamped envelope. If participants did not return the follow-up questionnaires within 3 weeks, they received an email or letter reminder. Additionally, phone calls were placed to remind participants of the questionnaire and offer assistance. If participants could not be reached after three phone calls, alternate contacts were phoned. The flow of participants through these study procedures is summarized in Fig. 2 . Data were not collected consistently on screened men who were ineligible or declined to register for other reasons. Note that 110 unregistered "walk-up" participants were not asked how they heard about the study. These men and the 34 registrants who did not provide data on how they heard about the study are not considered below, as our analyses are concerned with recruitment methods.
Throughout this paper, we distinguish among men who met the eligibility criteria and pre-registered for the seminar (registrants), men who attended the weekend intervention and signed the consent form on the first day of the seminar (attendees), and men who completed the intervention and thus received follow-up mailings (completers).
Measures
Recruitment method: Potential participants were asked during the screening process how they heard about the study. Their answers were entered into the recruitment database by local staff and later coded by U of M research staff into the following eight categories: (1) Poster/Palm Card, (2) Newspaper/Magazine, (3) Partner CBO Outreach, (4) Partner CBO Health Professional, (5) Other Health Professional, (6) Other CBO, (7) Friend Referral, and (8) On-line Ads/Social Networking Sites.
Recruitment success: The number of active participants in the study was tallied at six time points during the study: (1) registration, which usually occurred via telephone; (2) baseline, when participants completed a questionnaire immediately prior to the seminars; (3) post-test, when participants completed a second questionnaire in person; and (4, 5, 6) follow-up at 6, 12, and 18 months, when questionnaires were mailed to and returned by participants. Although these activities were timed similarly in each city (i.e., 8 weeks for recruitment, a single weekend seminar, and 18 months of additional follow-up), they were completed at a different point in calendar time, as summarized in Fig. 1 .
Demographics: Demographic variables included race/ ethnicity, city, and HIV status (positive or negative). The race question included the categories used by the US Census Bureau: American Indian or Alaska Native, Asian, Black or African American, Native Hawaiian or Other Pacific Islander, and White. Also following Census standards, the ethnicity question asked participants to characterize themselves as Hispanic/Latino or not. For purposes of the present analyses, participants were collapsed into four groups: non-Hispanic African American/ Black, non-Hispanic White, Hispanic/Latino (any race), and Other/Multiple race/ethnicity (hereafter, Other/ Multi). The last group comprises men who indicated either a) any single race other than African American or White (non-Hispanic) or b) multiple racial categories (non-Hispanic).
Statistical Analysis
The primary outcome variable was whether a participant was active in the study at a given time point. We report both counts and proportions (rates). The denominator for attendance rate is the number of men who registered. The denominator for completion rate is the number of men who attended the first day of the seminar (i.e., baseline). The denominator for retention rate at 6, 12, and 18 months is the number of men who completed the seminar and immediate post-test questionnaire, since only these participants received follow-up mailings.
The Pearson Chi-square statistic was used to test independence between two categorical variables. When small cell counts made the asymptotic distribution of the test statistic unreliable, p-values were obtained by Monte Carlo simulation using 2000 simulated values (Hope 1968 [Expected]) in the contingency table. Thus, we identified combinations of the two variables that contributed to the overall significance without the need for all possible posthoc comparison tests.
Results
Overall, recruitment and retention methods were successful in obtaining the sample size estimated for adequate power in Positive Connections. During the trials, we screened approximately 1,695 MSM (67% of whom were of color), registered 1,119 potential participants, and obtained consent from 675 HIV+ MSM and 214 HIV− MSM on the day of the intervention (52% attendance rate). Of these, 69% were MSM of color. At the end of the trials, we retained 527 HIV+ MSM (with 78% retention rate across the three condition arms) and 131 HIV− MSM (with 61% retention rate across the three arms). Of these, 71% were MSM of color.
Number of Participants Recruited by Method
Figure 3 reports the number of men active in the study at each time point according to the method by which they were originally recruited. The top row comprises recruitment methods that relied on less personal means (i.e., advertising), while the bottom row contains more personal recruitment methods. Within each of these two broad groups, the plots are sorted in decreasing order of number of registrants reporting that method. The method that yielded the most registrants was Referral by a Friend, followed by Partner CBO Outreach, Newspapers/ Magazines, and Other Health Professionals. In general, the personal methods garnered more registrants than the advertising methods.
Comparison of Retention Across Recruitment Methods
The greatest reduction in the sample size occurred when registered men failed to attend the seminar. This is seen by steep negative slopes at the beginning of each line in Fig. 3 .
Method of recruitment was associated with attendance (χ 2 =21.1; 7 df; p=0.004). We found that seminar attendance rate of men who reported On-line recruitment was 24 percentage points below the average attendance (45%, compared to 69%, R=−2.3).
At the four subsequent observation points (post-seminar, 6, 12, 18 months), the proportions of men active in the study who had been originally recruited by each of the eight methods were similar to the baseline proportions. That is, attrition during and after the seminar was similar among men recruited across all methods. their race/ethnicity. We observed differences in the method of recruitment reported by registered men according to race/ ethnicity (χ 2 =118.4; 21 df; p-value<0.001). In particular, African American registrants were more likely than expected to report recruitment by a Friend (33%, R=3.6) and less likely to report Newspaper (9%, R=−3.5) or Online (2%, R=−3.4) recruitment. White registrants were more likely than expected to report recruitment by Newspaper/Magazine (27%, R=5.5) and less likely to report Friend recruitment (14%, R=−3.9). Men of other/ multiple race/ethnicity reported Online recruitment in a greater than expected proportion (12%, R=3.1).
Patterns of seminar attendance among registered men varied by race (χ 2 =8.2; 3 df; p-value<0.05). African American registered men had the highest attendance proportion (74%), but the standardized residual, the largest in the table, was only 1.2.
Further, we observed race/ethnicity-stratum-specific relationships between recruitment method and attendance of registered men. Among Latino men, attendance was associated with recruitment method (χ 2 =19.2, Monte Carlo pvalue< 0.01). Those who reported On-line Ads/Social Networking recruitment had the smallest attendance rate (27%, non-attendance R =2.5), and those referred by Other Health Professionals had the greatest attendance rate (85%, non-attendance R = −1.95). Among nonHispanic white men, we also observed significant differences (χ 2 =14.7, Monte Carlo p-value<0.05). Men who reported On-line Ads/Social Networking recruitment had smaller than expected attendance (36%, non-attendance R=2.8). African American and men of the Other/Multi group did not show differential attendance rates by recruitment method. Figure 5 shows the number of active study participants at each point by HIV serostatus and recruitment method. There was a significant association between method of recruitment and the serostatus of registered men (χ 2 = 107.1, 7 df, p-value < 0.001). Greater than expected proportions of registered HIV− men reported recruitment by Newspaper/Magazine (25%, R=4.2) and Online Ads (13%, R=5.1). A larger proportion of registered HIV+ men than expected reported recruitment by Other Health Professionals (17%, R=2.6).
Stratifying Registration and Attendance by HIV Serostatus
The seminar attendance rates of men differed by serostatus (χ 2 =13.0, 1 df, p-value<0.001). Registered HIV− MSM were significantly less likely to attend (60%, non-attendance R=2.6) than registered HIV+ MSM (72%). However, the recruitment methods were not significantly associated with seminar attendance in either serostatus Partner CBO Health Prof. group. That is, we observed no stratum effects of the sort seen for race/ethnicity above.
Discussion
Overall, the primary difference among recruitment methods appears between registration and attendance on the day of the weekend seminars. On-line Ads/Social Networking method was associated with significantly lower attendance compared to the other methods. The greatest number of seminar participants was recruited by a Friend, particularly in the HIV+ group. Completion of the seminars did not vary by recruitment method (as measured at post-test), and retention differences across methods throughout the follow-up were minimal. Hispanic/Latino men recruited by Other Health Professionals had the greatest attendance rate across the racial/ethnic categories and recruitment methods. Registered HIV− men were less likely to attend the seminar than HIV+ men, but were retained at comparable rates. In this study, only basic word-of-mouth recruitment (i.e., suggesting that registered men encourage their friends to register for the seminar) was undertaken. Nonetheless, the utilization of pre-existing social networks seems to be more effective than mainstream marketing efforts for reaching marginalized and minority men, particularly African American and Latino MSM, and HIV+ MSM. Such a finding is not surprising, considering that these groups are stigmatized for their sexual behavior and/or health condition within their communities. Therefore, it is unlikely that they would openly admit their sexual orientation or serostatus to a CBO recruiter. This, in turn, reduces their chances of being invited to participate in an HIV prevention intervention. However, if the invitation to participate in an HIV prevention intervention comes through a friendsomeone who is already familiar with the potential participant's sexual orientation and serostatus-it is much more likely that the invitation will be accepted. Of course, this word-of-mouth utilization of existing social networks allows only for a convenience sample of MSM. However, as mentioned previously, MSM participants in all HIV prevention interventions are convenience samples because it is impossible to estimate the population size of MSM in a given area. Therefore, recruitment through a friend appears to be quite efficient in recruiting MSM into HIV prevention interventions (compared to other recruitment methods), and yet are not worse than other recruitment methods when it comes to sample representativeness.
The numbers of men recruited, enrolled, and retained by each method reflect a combination of the effectiveness of the method and the resources devoted to it. The approximate cost of each recruitment strategy, when combined with the number of participants who attended thanks to each method, indicates how cost-effective each method was. In particular, the free utilization of existing social networks to recruit under-represented African American and HIV+ MSM populations was promising. The Positive Connections study recruited proportionately more HIV+ MSM than did other interventions that were tailored to serve the same population and used the same recruitment and retention strategies. However, its retention rates were similar to those reported for the other interventions. As mentioned before, 52% of all screened men attended the weekend intervention and 78% of HIV+ MSM were retained throughout the follow-up period. The Healthy Living Project enrolled 616 HIV+ MSM out of the 1,910 potential participants screened (32% enrollment rate), and retained 193 (64%) participants in the intervention and 232 (74%) in the wait-list control (Morin et al. 2008 ). The Seropositive Urban Men's Intervention Trial (SUMIT) screened 1,922 potential participants and enrolled a total of 811 participants (42% enrollment rate). At the 3-and 6-month time points, the study had retained approximately 85% and 90% of the baseline sample, respectively (Wolitski et al. 2005) .
We also compared Positive Connections to other prevention-for-positives interventions on the number of people of color recruited. At baseline, our sample was composed of 41% African Americans, 18% Latino and 10% Other/Multi. The intervention studies most similar to our own (Healthy Living Project and SUMIT) enrolled 36% and 23% African Americans, 14% and 17% Latino, and 8% and 9% Other/Multi, respectively (Morin et al. 2008; Wolitski et al. 2005) . Neither of the two interventions purposefully planned to over-sample men of color. The Positive Connections study shows that such recruitment goals are feasible when they are planned a priori and carried out through tailored recruiting.
Other interventions varied in the proportion of people of color included. Differences are due to each study's population of interest and geographical location. Proportions of African American participants vary between 83% in Georgia and Alabama among HIV+ women (Wingood et al. 2004 ) and 15% in California among HIV+ people engaging in unprotected intercourse (Patterson et al. 2003) . Latino participants made up between 42% of the HIV+ youths sampled in California and New York (Rotheram-Borus et al. 2004 ) and 7% of the HIV+ substance abusers sampled in another California-based study (Sorensen et al. 2003) . Calculating the proportion of other races and ethnicities in these studies is difficult because of the different compositions of this group. Indeed, some interventions do not report the number of Other/Multi participants. However, where reported, the proportion of this group sampled varies between 2% among HIV+ blood donors (Cleary et al. 1995) and 9% among HIV+ MSM (Wolitski et al. 2005) . Again, none of these studies reported intentionally over-sampling people of color into their intervention.
These comparisons underscore that participants of color can be recruited in adequate proportions into preventionfor-positives HIV interventions-if the target population reflects the desired ethnic compositions. If this is not the case, recruitment of minority populations is likely to remain deficient unless a specific recruitment plan for people of color is implemented. When recruiting MSM, these racial differences in enrollment are even more striking. White MSM seem to be less likely than MSM of other races to report internalized homonegativity (Ross et al. 2008 ). Therefore, they may be more willing to identify as gay and participate in MSM-tailored studies. Consequently, often they are better represented than other races in HIV interventions. In addition, the Positive Connection trial shows that it is possible to retain a considerable proportion of MSM of color throughout the study. This finding should assuage fears that the over-recruitment of racial minority MSM participants will lead to lower retention rates that those reported in a study where White MSM are the majority.
Therefore, to recruit a sample that is ethnically representative of the current HIV epidemic, future preventionfor-positives interventions should consider setting specific recruitment targets for each racial/ethnic group, as well as creating a targeted advertising campaign that is delivered by a well-known local CBO serving HIV+ MSM of color. These organizations can be invaluable in planning allocation of available recruitment resources and implementing the recruitment strategies in the local community. However, our experience suggests that if analysis of recruitment and retention data is anticipated, research staff-rather than CBOs-should undertake both screening and registration procedures to maintain consistency in data collection.
The major limitation of this paper is the post-hoc nature of the analysis. Since the primary purpose of Positive Connections was the evaluation of the seminar, we did not plan data collection with the intention of examining recruitment methods. Missing data include the characteristics and numbers of men screened but not registered, either for ineligibility or lack of interest; the intervention assignments of men who did not attend; and the recruitment method of walk-up enrollees. The results of this subanalysis are purely descriptive and should not be interpreted as suggesting causal inference.
A second limitation is the lack of detailed information on the recruitment efforts carried out in each city. University staff outsourced all recruitment efforts to the local CBOs because of their superior knowledge of the local MSM community. Therefore, we can report the funding that was allotted to the CBOs for each recruitment method, but not the cost of individual recruitment items.
A final limitation is the lack of information about recruitment and retention issues and methods for studies targeting HIV+ people. Consequently, it is not possible to draw firm parallels between the Positive Connections recruitment methods and those of other prevention-for-positives interventions, or to determine which ones were most efficient.
These results represent an initial contribution to addressing the gap in empirical research on recruitment methods for under-represented populations. We have seen that through a variety of methods it is possible to recruit and retain a large, racially diverse sample of men from a stigmatized sexual minority. From an intervention planning perspective, knowing attendance rates by method may improve the ability of hosting organizations to accurately plan for interventions. Future work should investigate the cost-effectiveness of these techniques more rigorously.
